MATERIALS AND METHODS

Patients and clinical assessment
Sig = significance; SD = standard deviation; GCS = Glasgow coma scale; HTN = hypertension; DM = diabetes mellitus Table 1 . Demographic characteristics of patients with poor-grade aneurysmal subarachnoid hemorrhage who underwent aneurysm obliteration and decompressive surgery* sic single-catheter method without incorporating any branches into the neck of the aneurysm or in cases of wide-necked aneurysm. Endovascular treatment was also attempted when surgical access difficulties were expected due to massive brain swelling with excessive brain retraction and destruction, difficult anatomical characteristics, and an aneurysmal location in the posterior circulation. In this study, we formed two subgroups based on surgical treatment modality: clip group and coil group.
Surgical Technique
Patients were transferred emergently to the operating room and decompressive surgeries were performed.
The decompressive surgeries performed in our institution could be divided into three types, "decompressive craniectomy only", "craniectomy with additional lobectomy", and "craniectomy with ICH removal". Except for patients for whom aneurysm neck clipping had been planned, the head was positioned conventionally.
In clip groups, three-point fixation of the head was performed appropriately so that a generous and ex- 
Statistical Analysis
To evaluate the differences between the clip group and coil group, the variables were compared using univariate methods (two-sample t-test or chi-square test). MedCalc ® (version 13, MedCalc Software bvba, Ostend, Belgium) was used for analysis, and a p value less than 0.05 was considered statistically significant.
RESULTS
The demographic and clinical characteristics of patients are shown in *p values were calculated using the chi-square test. Sig = significance; ICP = intra-cranial pressure *p values were calculated using the chi-square test. The p value of the location of aneurysm is 0.002. MCA = middle cerebral artery; ACA = anterior cerebral artery; ICA = internal carotid artery In addition, elevated ICP due to acute hydrocephalus and focal hematoma in SAH patients leads to poor patient outcomes. 6) Fisher and Ojemann described a "vicious feed-forward cycle," which they explained as elevated ICP impairing arterial inflow and venous outflow → ischemic damage to brain causing cerebral edema → swelling → more anoxia.
12)
Recently, the role of decompressive craniectomy in the setting of traumatic brain injury, cerebral infarction, and aSAH has been studied at many institutions. Rapid and long-lasting control of ICP using decompressive craniectomy has been shown to improve outcomes in stroke, trauma, and aSAH patients. In this study, we selected the appropriate intervention for obliteration of the aneurysm primarily according to the angiographic findings of aneurysm rather than age, clinical grade, or predicted prognosis.
In this study, no difference in demographic characteristics was observed between the two subgroups (Table   1) . However, the location of the ruptured aneurysm differed between groups. In the clip group, MCA aneurysm was most common and ACA was the second most common. By contrast, in the coil group, ACA aneurysm was the most common and posterior circulation aneurysm was the second most common ( This study has several limitations, including that it is a single-center investigation with a small cohort and a retrospective study design. In addition, our institutional bias toward early aggressive treatment of poor-grade aSAH resulted in the lack of a delayed treatment group for comparison. However, this study showed the comparative results of two common treatment modalities for poor-grade aSAH. Although the majority of outcomes remained poor, early coil embolization without delay followed by decompression surgery could result in more favorable outcomes in poor-grade aSAH than treatment with clipping.
CONCLUSION
Despite our early and aggressive management policy for poor-grade aSAH, the results of this study showed unfavorable outcomes. In addition, almost all patients required decompressive surgery with or without lobectomy or hematoma removal. More favorable results were observed for early coil emboliza-tion followed by decompressive surgery than for concomitant decompressive surgery and aneurysmal clipping.
In conclusion, if angiographic and radiologic finding of aneurysm is suitable to endovascular treatment, consideration of endovascular coiling followed by decompressive surgery before concomitant decompressive craniectomy and clipping may be important.
